Section of Ophthalmolo, u 769 helpful, since by this means a better exposure of the upper fornlix was obtainable and the fashioning of a good conjunctival bridge was facilitated.
Mr. MALCOLM HEPBURN said he did not think that any kind of section-whether it was a corneal section, a conjunctival bridge or any other modification-would nmake any difference in regard to prolapse of the iris, which depended on the condition of the iris itself. Often when the section had been made, the iris appeared to be flabby and did not act briskly after evacuation of the anterior chamber. One could thus judge whether it wvould be likely to prolapse or not and therefore whether one should performi a simple or a comnbined extraction. Until the section was finished the operator could not decide as to the condition of the iris which was merely iiasked by the putting in of atropine.
Sir RICHARD CRUISE said that the miiost important step in the prevention of prolapse was to saturate the patient with atropine beforehand, so as to contract the iris into a rigid peripheral ring. In his own private operations he had not had to performn iridectomy because of prolapse during the last fifteen years, and he never did anything but simple extraction. He had never had a case in which the iris was prolapsed right out, requiring iridectomy; that was because, with the patient under atropine and the iris contracted into a peripheral ring, it was easier for the aqueous to escape over the rim, from the posterior chamber, than to push a comparatively rigid ring of iris tissue before it into the incision.
The ideal iris dilated so fully as to give almost an appearance of an iridia. Mr. NORMAN FLEMING, in reply, said that with regard to iridectomy, no hard-and-fast rule could be laid down to the effect that it should never be performed. There were circumstances in which iridectomy was a wise procedure.
In reply to Mr. Mayou he (the speaker) did not evert the upper lid, as he considered it was unnecessary to do so. At Westminster Ophthalmic Hospital it was the routine practice to evert the upper lid in washing out the eye, and in doing so it was practically imnpossible to avoid touching the palpebral conjunctiva with the finger.
Cataract from exposure to X-rays.-R. FOSTER MOORE, F.R.C.S.
The patient, W. T. S., a man aged 28, was first seen by Dr. A. C. Roxburgh and Dr. Dudley Stone on December 16, 1926 on account of severe sycosis of the scalp, face and neck, from wlhich he had at that time suffered for three years, during which time he had been to a number of hospitals for treatment; the treatment had included X-ray therapy, but this, he stated, had made him worse.
Dr. Roxburgh and Dr. Stone agreed in believing that the only possible chance of cure was by a thorough irradiation of the whole face and neck and that this entailed certain risks. In view of these risks and the possibility of the patient changinig his mind, Dr. Stone was unwilling to undertake treatment without first obtaining a signed statement from the patient that he was l)repared to undergo it. He was willing to accept almost any risk if there was a prospect of cure, and it was afterwards learned that he had contemplated suicide on more than one occasion on account of the disease. Of the condition itself Dr. Stone says:-" The sycosis was as bad as ever I have seen it, covering the whole of his face and eyelashes, and in one or two places encroaching on his hairy scalp.
Irradiation was commenced on February 1, 1927, and the last treatment was on June 30 of that year.
The following are Dr. Stone's notes on the treatment:--" X-rays through 1 0 mm. aluminium spark gap 132 in. Distance ,58 ciil. Dose given, 9 Holtzknecht units, or 1' Sabouraud.
"In this treatment I protected the nose and other parts not affected. Bight and left side of face treated.
"February 14, 1927.-Complete epilation did not occulr. There were some fixed hairs left in the cheek and nec,k.
" February, 24, 1927.-Softer rays were used, the spark gap being 6 in. and the filter just a piece of cardboard. The rays were directed from the forehead downwards across the face obliquely, and the right and left side of the face were treated at a distance of 28 cm., ,5 Holtzknecht units given.
" In the frontal treatment the nose, upper lip and front part of the chin were protected, these being completely epilated before.
" March 14, 1927.-There was considerable improvement. A small area on the chin had broken out again.
" March 21, 1927.-The right and left side were again treated with the same filter and the same dose given.
" A third area with the rays centred on the chin and directed upwards was treated. This included the whole of the face and neck.
" June 30, 1927.-Dr. Roxburgh saw the patient on this date and further treatment was agreed upon. He also gave him an ointment to relieve the irritation.
" There were still signs of the disease in the eyebrows and eyelids, right side of face and a small area behind the right ear. All these areas were treated separately at the same distance and filter as the last two. This was the last X-ray treatment.
"August 24, 1927.-The patient reported that he had all his teeth out since the last treatment, at mlly suggestion, and the notes say that there were a few minute remaining hairs on the left upper lip and right temporal region.
" January 30, 1928.-There was no obvious focus left. The eyelids were red and inflamed, but no hairs were anywhere to be seen on the face."
The total dosage amounts to very nearly 12 Sabouraud doses in a period of five months, all centred in the face and neck.
It can be stated that this treatment completely cured the sycosis. There has been no trace of recurrence of the disease itself, and it is more than three and half years since treatment wvas completed. Telangiectases gradually appeared. These were well marked on October 3, 1929 (fig. 1) , and have remained apparently unchanged to the present time.
About November, 1929, the patient's sight began to fail. The onset was gradual so that he is not able to date it accurately, but on March 19, 1929, the acuity was 4' in each eye. He could read a paper quite well and believes that in October, 1929, he could see as well as ever he had done in his life, but since Christmas of that year he has been unable to read a book.
I saw him in June, 1930, when his visual acuity was -4-in each eye, and he had a plaque-like opacity in the posterior cortex of each lens (see Plate). The opacity was not limited to this plaque for extending ouitwards beyond its limits was a finer powdery sort of opacity which gradually faded out towards the periphery. This is not sufficiently indicated in the figure. The fundi were normal.
On May 10 I needled the right cataract, and on October 12 Mr. J. G. Milner needled the left one for me. The process of absorption was uneventful, and after capsulotomy the acuity of the right was o-. The absorption of the loft lens is not yet complete but is running a normal course.
It may be noted that after removal of the lens substance, the original pattern of the lens opacity was still visible on the posterior capsule. There can be no doubt, however, that the greater part of the opacity was in the lens substance, adjacent to the posterior capsule.
The first case of cataract resulting from exposure to X-rays was reported by Leslie Paton in 1909 (Trans. Ophth. Soc. U. K., 1909, xxix, 37) . His patient had had, in all, thirty-eight exposures for lupus of the cheeks. Apparently, nine months after the completion of treatment her sight began to fail, and two years later she was able to count fingers only. The main opacity in the lens is described as a "greyish-white granular plaque probably lying against the posterior-capsule." The fundi were normal and the acuity was # after removal of the cataract.
More recently two other cases have been reported by Jess (Abst. Annales d'Oculistique, 1929, clxvi, 165) , in one of which the X-ray treatment was for a pituitary tumour and in one for a nasopharyngeal tumour. It is of interest to note that in these cases too, the opacity is described as being in the posterior cortex of the lens, and that it came on three and a half years after the treatment. FOSTER MOORE: Cataract from Exposure to X-rays.
It will be observed that in all these cases the dosage has been heavy, and efficient protection of the eyes has not been possible. It would seem that in spite of such exposures the only part of the eye to suffer has been the lens.
It strikes one as remarkable that the development of the opacity in the lens has been so long delayed, and whilst it is not possible to state with accuracy the dates of the commencement of the change, in the present case there was no defect of sight noticed by the patient until about two and a half years after the last irradiation, and the three other cases quoted are not very dissimilar to this.
It would be interesting to hear to what extent delayed results of X-ray exposures have been demonstrated, or are recognized as occurring in other tissues of the body. I suppose it would be possible to protect the eyes efficiently when irradiation of immediately adjoining parts is required, and when, as in the present instance, the eyelids need treatment, I imagine that a properly shaped metallic shield could be contrived to be placed in contact with the eyeball within the conjunctival sac.
DiscU8sion.-The PRESIDENT said that radiologists ought to know of this case; some means of protecting the eye should be devised.
Mr. M. S. MAYOU said that some years ago he had shown a case which had been treated with X-rays for exophthalmic goitre, anld in which cataract had developed. There were telangiectases all over the exposed area. The eyes had not been specially protected during the treatm-ient. The cataract was miiature, and he did not remember whether there were definite spots on the capsule such as were present in Alr. Foster Moore's case.
Numbers of X-ray operators had been exposed to the rays in the early days when no protection was used. Some of these had telangiectases of the conjunctiva, and some showed lens changes. Probably nmassive doses of the X-rays, rather than continued exposure of a moderate degree, were responsible for the production of cataract, by causing death of the epithelial cells lining the anterior capsule.
Mr. TREACHER COLLINS said that two years ago, at a meeting of the Ophthalmological Society, the late Dr. Critchley allowed the speaker to show him to the members. Dr. Critcbley had been using X-rays for some years at the Metropolitan Asylums Board Ringwormn school, and a peculiar patchl of xerosis had developed on the ocular conjunctiva of his right eye. He also had, in each eye, a posterior polar cataract. A drawing of the conjunctival conditioni would be found in the "Transactions " of that Society. Dr. Erggelet, a German ophthalmic surgeon, was present at the meeting and drew his (MNr. Treacher Collins') attention to an article he had published in the Zeitschrift fiir Autgenheilkunde, 1928, describing several cases of cataract after exposure to X-rays, in men who used the rays in the course of their employment.
Mr. NORMAN FLEMING suggested that in cases in which the eyelid had to be exposed to the rays, contact-glasses made of lead-glass should be put in during the treatmenlt.
Mr. LESLIE PATON said that the cataract in his own case, shown in 1909, had not been absolutely on the posterior capsule, but was somewhat like the so-called "Coppock cataract," which the late Mr. Doyne had described. There was a biscuit-shaped cataract near the posterior pole, but he did not think it was actually in contact with the posterior capsule.
In his (the speaker's) case the patient had retained excellent sight for many years and then had retinal detachment in one eye. In the other eye, in the hope of getting a section of the lens, he tried to performii a Smith's operation, with the result that there was considerable prolapse of the vitreous, and the sight in that eye was never quite so good. For imiany years the patient had 6-vision in the eye first operated on. Subsequently, however, she had detachment in both eyes. He did not know whether that was due to injury to the vitreous at the time of X-ray exposure.
Mr. C-idland had concluded that in iron puddler's cataract the opacity was very near the posterior pole.
Mr. FOSTER MOORE (in reply) said that the opacity, in the Coppock cataract, was behind the nucleus but well clear of the posterior capsule, whereas in this case there was no doubt that it was in contact with the capsule, for when the lens substance was completely absorbed, there was the exact pattern of what was seen on the screen impressed, so to speak, on the posterior capsule which remained.
Mr. Leslie Paton showed an instrument for demonstrating to a few students the forms of diplopia resulting from paresis of various muscles.
